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ABSTRACT 
Background: In Colombia, one of every five women younger than 19 years old has been 
pregnant. Despite governmental efforts to increase healthy sexual behaviors, related outcomes 
are not as good as expected. Before the 2015-16 Demographic and Health Survey (DHS) there 
was no information about use of modern contraceptive methods in men. This study aims to 
assess the relationship between the place where information about contraception is received and 
use of modern methods, and whether this relationship varies by gender. 
Methods: This study analyzed secondary data from the 2015-2016 Colombian DHS. People who 
were actively trying to get pregnant, were sterile, or had never had sex were excluded. A 
weighted multivariate logistic regression assessed the relationship between information source 
and use of modern contraceptive methods by gender. 
Results: Ceteris paribus, men were more likely to report using modern contraception methods 
than women (OR=2.79, 95% CI 2.54 – 3.07). The most frequent information source for men and 
women were educational institutions (57.67% and 56.67%, respectively); however, the predicted 
probabilities of using modern contraceptive methods was higher for both when information was 
received in healthcare facilities compared to family, educational institutions, friends, and other 
sources, although only statistically different for women. 
Conclusion: Although sexual healthcare services have historically targeted women, use of 
modern contraceptive methods is significantly lower among women compared to men. Even 
though educational institutions were a frequent source of information about contraception, their 
effectiveness in promoting use of modern contraceptive methods is not as high as that of 
healthcare facilities. A policy that combines efforts from both information sources could increase 
the probability of using modern methods in Colombian men and women. 
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INTRODUCTION 
Background 
In the last two decades, Colombia has achieved important goals in terms of universal 
coverage, life expectancy at birth, and infant mortality rate. (1–3) Despites these improvements, 
other sexual health measures are not so good. The age-specific fertility rate among 13 to 19-year-
old women increased from 12.8% in 1990 to 17.4% in 2015, the estimated contraceptive use 
among female adolescents did not even achieve 50% in 2015, (4) and the estimated incidence 
and prevalence of HIV infection was 6,150 and 73,950 in 2015, respectively. (5) In addition, the 
estimated prevalence of modern contraceptive use is around 71.7%, occupying the third place in 
the region after Brazil (75.2%) and Uruguay (73.8%). However, there is not official information 
about how this prevalence varies by gender. (6) 
In Colombia, official sources of sexual health information are educational institutions 
(which are obligated to impart sex education classes to students from sixth to eleventh grade)  
healthcare facilities, and media (mainly funded by the national government). Despite the effort 
made to provide unbiased information related to sexual health through those sources and findings 
from other studies that support the positive impact of certain information sources on the 
probability of using contraceptive methods (9–12), very little is known about the impact of 
information from different sources on sexual health behaviors in Colombia. Using a national 
health survey that included for the first time a representative sample of both women and men 
(Colombian Demographic and Health Survey 2015-16), this study assessed the relationship 
between sexual health information source and use of modern contraceptive methods in 
Colombia, and whether this relationship varied by gender. 
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Aims 
Aim 1: Determine the association between sexual health education information source and 
use of modern contraceptive methods while controlling for other factors. 
Aim 2: Determine whether the relationship between information source and use of modern 
contraceptive varies by gender. 
Significance 
This research provides an opportunity to ascertain which information sources have an 
impact on the use of modern contraceptive methods in each women and men. Results from this 
research might be valuable for decision-makers, especially governmental authorities, in order to 
redesign current sexual health education strategies and to orient them to certain populations 
(male vs. female), or to specific organizations or settings (i.e. educational or healthcare 
facilities). 
Conceptual framework 
The Social Cognitive Theory (SCT) states that human behavior is the result of the dynamic 
relationship between personal, behavioral, and environmental influences. (7) This theory has a 
reciprocally deterministic perspective that states that no amount of observational learning will 
lead to behavior change unless the observers’ environments support the new behaviors. (8) There 
are two fundamental ways of modifying behaviors through the environmental influence. The first 
one is called incentive motivation and consists of the provision of rewards or punishments after 
performing the desired or undesired behavior. The second one is called facilitation and consists 
of the provision of new structures or resources that let people perform the behaviors easily. (7) 
Information about available technologies, like contraceptive methods, and the institutions that 
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deliver them, constitute one aspect of the structural environment related to sexual health 
behaviors. 
 
METHODS 
Study design and data sources 
This cross-sectional study used secondary data from the latest standard Demographic and 
Health Survey (DHS) executed in Colombia between 2015 and 2016, phase VII. The DHS are 
designed to collect data on fertility, family planning, reproductive health, child health, nutrition, 
HIV/AIDS, and other topics. In Colombia, this survey has been executed every five years since 
1986. Usually, the Colombian version of the survey interviews eligible women from selected 
households; however, its latest version included men for first time using the Men’s 
Questionnaire. 
The DHS survey included a nationally representative probabilistic sample in rural and 
urban areas. Respondents were selected through a multistage, stratified sampling procedure that 
surveyed 35,783 men (from 13 to 59 years) and 38,718 women (from 13 to 49 years). 
Considering the purposes of this paper, only the Male Record (COMR71FL) and the Women 
Individual Record (COIR71FL) were used. The analysis excluded observations of men and 
women who were planning to have a child “soon” (1,546 and 1,991, respectively) or within one 
year (866 and 1,101, respectively), who were sterilized or infertile or reported that his/her partner 
was sterilized or infertile (3,947 and 10,750, respectively), and who never had sexual intercourse 
(5,166 and 6,179, respectively). This exclusion resulted in a final sample size of 24,258 men and 
18,697 women (42,955 people). 
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Complete case analysis was performed, so individuals with missing information in any of 
the variables included in the analysis were not included in the statistical assessment (4,625 men 
[19.07%] and 2,514 women [13.45%]). With this, the complete-case sample consisted of 19,633 
men and 16,183 women. See Figure 1. 
Measures 
To test the first hypothesis, a multiple logistic regression model was executed (Model 1). 
In this model, use of modern contraception methods (outcome variable) was operationalized as a 
dichotomous variable indicating whether the interviewee used any modern contraceptive method 
or not (0=No [no use or use of a folkloric or traditional method], and 1=yes). Information source 
(the main independent variable) was operationalized as a categorical variable (1=family, 
2=educational institution, 3=health institution, 4=acquaintance/friends, 
5=community/Media/Other). 
To test the second hypothesis, the previous multiple logistic regression was run again but 
this time with an interaction term between gender (coded as binary 0=women and 1=men) and 
information source (Model 2).  
The covariates include one knowledge variable (To reduce the risk of getting HIV, one 
should always use condoms?) coded as binary (0=no and 1=yes), three belief questions related to 
sexual health (a. Condoms should be provided to adolescents as part of sexual education? 
Women are the ones who should take precaution to avoid unwanted pregnancies? And women 
should be virgin at marriage age?) all coded as binary variables (0=no and 1=yes), age (in years), 
level of school completed (coded as 0=no education, 1=primary, 2=high school, 3=technical not 
professional, 4=professional, 5=post-graduated), marital status (coded as 0=single, 1=married or 
in union, 2=widowed or divorced), Wealth Index (coded as 1=poorest, 2=poorer, 3=middle, 
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4=richer, 5=richest), household location (coded as 0=rural area, and 1=urban area), currently 
sexually active (coded as binary 0=no, and 1=yes), total children ever born (in numbers), and age 
at first sexual intercourse (coded as 1=8-13 years, 2=14-17 years, 3≥ 18 years). 
Statistical analysis 
Analyses to determine the descriptive characteristics of the sample and to test the first two 
hypotheses were conducted using the statistical package STATA version 12 (StataCorp LLC. 
College Station, Texas, USA). 
Weighted descriptive statistics of the variables were calculated. Group differences among 
men and women were examined. For dichotomous and categorical variables, those differences 
were evaluated by using the Pearson 𝒳2 test, while the Adjusted Wald test was used for 
continuous variables. A multivariate logistic regression model was performed to test the 
association between information source with the odds of using of modern contraceptive methods, 
when controlling for the mentioned covariables (Model 1). Then, the same multiple logistic 
regression model was performed but this time it included an interaction term between gender and 
information source (Model 2). Odds Ratios (OR) and their 95% confidence intervals (CI) were 
reported, and predicted probabilities of use of modern contraceptive use by gender were graphed. 
 
RESULTS 
Descriptive characteristics are categorized by men and women (See Table 1). Among the 
included population, 78.33% of men reported using a modern contraceptive method, whereas 
61.47% of women affirmed modern contraception use. The difference in use was statistically 
significant. In both groups, information about contraception was mainly received in educational 
institutions (57.67% in men and 56.67% in women). However, for men, the second most 
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common place to obtain information was the family (16.66%); and for women healthcare 
facilities (19.54%). Regarding the knowledge and beliefs variables included in the analysis, 
around 90% of both groups affirmed that to reduce risk of getting HIV they should always use 
condom during sexual intercourses, 70.70% of men, compared to 67.10% of women, considered 
that condoms should be provided as part of sexual education strategies. In addition, 17.18% of 
men think that the woman is the only party who should take precautions in order to not get 
pregnant, while in the female group 27.37% affirmed this. Finally, 18.27% of men considered 
that women should be virgins at marriage, compared to 15.68% of women. Differences between 
male and female groups were significant for the last three belief variables. 
Regarding the sociodemographic characteristics of the sample, men were significantly 
older than women (32.40 years vs 28.09 years) and reported higher education in the primary and 
high school levels. However, women reported higher degrees of education than men after high 
school. The majority of men and women were married or in union, and even though a high 
percent of both groups lives in urban areas, the percentage of women that live in these areas is 
statistically higher than the percentage of men (78.18% of men vs. 79.84% of women). 
Regarding sexual health variables, a greater proportion of men reported currently being 
sexually active than women (68.22% vs. 60.87%), and the majority of people in both groups had 
their first sexual encounter between the age range of 14 to 17 years. However, the second most 
common age range for men was eight to 13 years (20.69%), whereas the second most common 
category for woman was equal or higher than 18 years (37.12%), which is the age of majority in 
Colombia. 
With respect to the weighted multivariate logistic regression without the gender interaction 
term (Model 1), the odds of using modern contraceptive was significantly lower for all the 
 9 
information sources options when compared against healthcare facility, while holding the other 
variables constant (Family vs. health institution OR=0.77, 95% CI: 0.66 – 0.90; Educational 
institution vs. health institution OR=0.71, 95% CI: 0.60 – 0.83; Acquaintance/friends vs. health 
institution OR=0.70, 95% CI: 0.60 – 0.81; and community/ Media/Other vs. health institution 
OR=0.69, 95% CI: 0.55 – 0.87). Similar to the descriptive and bivariate findings, the odds of 
using modern contraceptive methods for men was 2.79 times that of women, when holding the 
other variables constant (95% CI: 2.54 – 3.07). 
Regarding the knowledge and beliefs variables, agreeing that consistent condom use is a 
strategy for reducing risk of HIV was associated with an odds of using modern contraceptive 
methods that was 1.24 times that of not agreeing with that statement (95% CI: 1.08 – 1.42). 
Besides this, agreeing that condoms should be provided to adolescents as part of sexual 
education was associated with an odds of using modern contraceptive methods that was 1.21 
times that of not agreeing with this statement (95% CI: 1.09 – 1.34). Affirming that women 
should be virgin at marriage had an odds of using modern methods that was 0.84 times lower 
that of those who did not support this statement (95% CI: 0.75 – 0.93). 
On the other hand, there was a 0.96 lower odds of using modern methods for every 
additional year of age (95% CI: 0.96 – 0.97), and living in an urban area had an odds of using 
modern contraceptive methods that was 0.84 times that of those who live in rural area (95% CI 
0.73 – 0.97). Moreover, the odds of using modern contraceptive methods was 3.44 times higher 
when the person affirmed that he/she was sexually active (95% CI 3.10 – 3.82), compared to 
people indicating no current sexual activity. Finally, for every additional child born the odds of 
using modern methods increased by 1.12 times (95% CI 1.09 – 1.17). 
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For Model 2, the predicted probabilities of the interaction between information sources and 
gender were calculated and graphed (See Figure 2). Among men, there were not significant 
differences in the predicted probabilities of using modern contraceptive methods across the 
different information sources. However, the predicted probability of using modern methods 
among women was statistically higher for women who got sexual health information from 
healthcare facilities versus other places. 
 
DISCUSSION 
After analyzing information from the latest DHS executed in Colombia, among people 
who are not actively trying to get pregnant or sterile, being a man was significantly associated 
with a greater use of modern contraceptive methods compared to women. Since there is no 
previous information on this topic in the male Colombian population, it is not possible to know if 
such usage has been different over time. On the other hand, considering that most of the national 
sexual healthcare strategies have historically targeted young and adult women, it is surprising to 
find that use of modern contraceptive methods by the Colombian female population is just 
around 60%, substantially lower than male usage. One limitation in comparing these results to 
findings of other research is that several recent studies focused on adolescent populations, (9,10) 
evaluated contraceptive use only at first sexual intercourse, (11) evaluated men (12) and women 
(6,13,14) separately, or did not distinguish between modern and traditional contraceptive 
methods. 
Regarding information source, educational institutions were the place where both sexes 
reported most frequently receiving information about contraception. A reason for this could be 
the current regulation that mandates public and private education institutions to provide sex 
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education classes from sixth to eleventh grades. However, educational institutions were not 
associated with the highest probability of use of modern contraceptive methods in men and 
women. This finding questions the effect of the previously mentioned law, the effectiveness of 
all the current strategies (media, lessons, talks, etc.) that have accompanied such regulation, or 
even the components of those strategies (i.e. health goals and related behavioral outcomes, 
material, frequency, teaching methods, curricula content). Even though schools are mandated to 
provided sex education classes, there is no a standard curricula and methodology, and each 
school director is free to decide the details of those classes, especially in private educational 
institutions. 
Conversely, healthcare organizations were the sources that predicted the highest 
probability of use of modern contraceptive methods regardless of gender in Colombia; however, 
this relationship was statistically significant only for women. Despite the fact that only 6.28% of 
men and 19.14% of women reported healthcare facilities as their main information source, 
findings about their positive impact in the probability of using modern contraceptive methods 
suggest that they are more effective at promoting contraception usage than other sources in both 
populations. 
Considering the last point, as well as the current governmental efforts in terms of sexual 
health (that involve not only the Ministry of Health but also the Ministry of Education), a 
possible change in the current policy could consist of an alliance between educational 
organizations (since they reach a large population) and healthcare institutions (since they are 
more effective at achieving higher use of modern methods) in order to improve sexual health 
outcomes in the Colombian population. One way to implement this policy might be to bring 
healthcare professionals to educational institutions to deliver health information to school 
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teachers, or students or both, and to test their impact on contraceptive use among adolescents. 
Currently, teachers are the parties responsible for providing sex education lessons. And it is 
possible that they have less preparation to teach sexual health than they do their other material, 
potentially leading to less effective results. Moreover, in light of results that indicate women 
seem to benefit most from getting information from a healthcare environment, it might be 
valuable to compare health-related behavioral outcomes from these efforts in single-sex vs. coed 
schools. Both types of schools are pretty common in the country, and findings could improve 
understanding about how each group reacts to the provided information. 
Notwithstanding the efforts of the Ministry of Health in promoting friendly sexual health 
services in healthcare facilities, use of these services is not as high as expected in the Colombian 
population. Reasons to explain this could vary from geographic access barriers to barriers inside 
healthcare facilities, and this research did not assess any possible explanation for this finding. 
However, results suggest that promoting healthcare facilities as a key sexual health information 
source might increase healthy sexual behaviors such as use of modern contraceptive methods, 
especially for women. Many people in Colombia do not know that almost all contraceptive 
methods (even emergency contraception pills) are included without cost in the benefit plan 
offered by the national healthcare system, regardless of the age. (15) Increasing awareness about 
this benefit might attract people to the healthcare institutions and facilitate access to other 
services already in place such as the Family Planning Appointment (which is also included in the 
benefit plan) or the IAMI strategy (Women and Childhood Friendly Institutions), an approach 
guided by the United Nations Children's Fund in a United Nations (UN) program in Colombia. 
Another relevant aspect to consider is the fact that the odds of using modern contraceptive 
was lower among those who live in urban areas compared to those in rural regions. This aspect 
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could appear contradictory to the common conception that affirms that there are inequities in 
utilization of healthcare services for people who live in rural areas. (16) However, from another 
point of view, this situation might confirm an already described situation in rural areas, that is 
that people living there start sexual encounters, get married or start cohabitation, and have their 
first children younger than people in urban areas. (17) As a result, they may be introduced to 
contraceptive methods earlier, and ultimately have a higher utilization rate. 
 
CONCLUSIONS 
Historically in Colombia, national sexual healthcare strategies services have targeted 
young and adult women. Despite this fact, the self-reported use of modern contraceptive methods 
in women is lower than that of men. 
Information source plays an important role in determining use of modern methods by men 
and women. However, most frequent information sources differ among both groups. From the 
evaluated sources, healthcare facilities are the sources that predicted a significantly higher use of 
modern methods in women, whereas for men there are no significant difference in the predicted 
probability of using modern methods among the different evaluated settings. This finding might 
support the actual governmental and private sexual health approach that tends to focus on fertile 
women. Considering that educational institutions are the most frequent information sources for 
both populations, but not the most effective in terms of modern contraceptive methods usage, a 
change in the actual policy that combines efforts from both information sources could increase 
the probability of using modern methods in Colombian men and women. 
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TABLES 
Table 1. Characteristics of men and women evaluated by the phase-VII of the DHS survey in Colombia: 2015–2016 after applying 
inclusion/exclusion criteria (N=35,816) 
Variable 
Weighted values 
% or mean (95% CI) 
Men 
n=19,846 
Women 
n=16,304 
P-value 
DEPENDENT VARIABLE* AND KEY POLICY VARIABLE** 
Use of modern contraceptive method* 70.85% 78.33% 61.47% 0.0000 
Information about contraception source **    0.0000 
Family 16.17% 16.66% 15.57%  
Educational institution 57.23% 57.67% 56.67%  
Health Institution 11.98% 6.28% 19.14%  
Acquaintance/friends 10.05% 13.24% 6.06%  
Community/Media/Other 4.56% 6.15% 2.57%  
BELIEFS ABOUT CONTRACEPTION/SEXUAL HEALTH 
To reduce risk of getting HIV, always use condom 
during sexual intercourses  
90.12% 90.11% 90.13% 0.9744 
Condoms should be provided to adolescents as part of 
sexual education 
70.21% 72.70% 67.10% 0.0000 
Women are the ones who should take precaution to 
avoid unwanted pregnancies 
21.70% 17.18% 27.37% 0.0000 
Women should be virgin at marriage 17.12% 18.27% 15.68% 0.0000 
SOCIODEMOGRAPHIC AND OTHER VARIABLES 
Age in years, mean (min-max)  30.49 (30.30 – 30.68) 32.40 (13-59) 28.09 (13-49) 0.0000 
Level of school completed    0.0000 
No education 1.21% 1.44% 0.72%  
Primary 14.27% 16.11% 11.95%  
High school 46.59% 48.26% 44.49%  
Technical not professional 17.37% 15.07% 20.26%  
Professional / Post-graduated 20.65% 19.12% 22.58%  
Marital status    0.0000 
Single 39.87% 43.08% 35.84%  
Married or in union 45.30% 42.88% 48.34%  
Widowed or divorced 14.83% 14.04% 15.82%  
Wealth Index    0.0082 
Poorest 17.22% 17.58% 16.80%  
Poorer 19.84% 19.86% 19.89%  
Middle 20.72% 19.47% 22.26%  
Richer 21.28% 21.94% 20.42%  
Richest 20.95% 21.16% 20.63%  
Household located in urban area 78.91% 78.18% 79.84% 0.0013 
Sexually active 64.96% 68.22% 60.87% 0.0000 
Total children ever born, mean (min-max) 1.21 (1.19 – 1.24) 1.21 (0-21) 1.21 (0-14) 0.6857 
Age at first sexual intercourse, mean (min-max)    0.0000 
8-13 years 14.78% 20.69% 7.36%  
14-17 years 57.93% 59.86% 55.51%  
≥ 18 years 27.29% 19.45% 37.12%  
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Table 2. Model 1 - Weighted multivariate logistic regression for use of modern contraceptive methods (N=35,816) 
Variables OR 95% CI p-value 
KEY POLICY VARIABLE 
Information about contraception source    
Family (Vs health institution) 0.77 0.66 – 0.90 0.001 
Educational institution (Vs health institution) 0.71 0.60 – 0.83 0.000 
Acquaintance/friends (Vs health institution) 0.70 0.60 – 0.81 0.000 
Community/Media/Other (Vs health institution) 0.69 0.55 – 0.87 0.001 
BELIEF/KNOWLEDGE VARIABLES 
To reduce risk of getting HIV, always use condom during sexual 
intercourses 
1.24 1.08 – 1.42 0.002 
Condoms should be provided to adolescents as part of sexual 
education 
1.21 1.09 – 1.34 0.000 
Women are the ones who should take precaution to avoid 
unwanted pregnancies 
1.01 0.92 – 1.10 0.877 
Women should be virgin at marriage 0.84 0.75 – 0.93 0.001 
SOCIODEMOGRAPHIC VARIABLES 
Men 2.79 2.54 – 3.07 0.000 
Age in years 0.96 0.96 – 0.97 0.000 
Level of school completed    
Primary (Vs no education) 1.25 0.91 – 1.73 0.174 
High school (Vs no education) 1.20 0.86 – 1.66 0.284 
Technical not professional (Vs no education) 1.50 1.01 – 2.11 0.020 
Professional / Post-graduated (Vs no education) 1.31 0.90 – 0190 0.157 
Marital status    
Married or in union (Vs. single) 0.89 0.77 – 1.04 0.137 
Widowed or divorced (Vs. single) 1.09 0.94 – 1.25 0.225 
Wealth Index    
Poorer (Vs. poorest) 1.08 0.94 – 1.25 0.276 
Middle (Vs. poorest) 1.23 1.04 – 1.46 0.015 
Richer (Vs. poorest) 1.23 1.01 – 1.49 0.039 
Richest (Vs. poorest) 1.50 1.23 – 1.83 0.000 
Household located in urban area 0.84 0.73 – 0.97 0.014 
Sexually active 3.44 3.10 – 3.82 0.000 
Total children ever born 1.12 1.09 – 1.17 0.000 
Age at first sexual intercourse    
14-17 years (Vs. 8-13 years) 1.30 1.14 – 1.47 0.000 
≥ 18 years (Vs. 8-13 years) 1.17 1.03 – 1.34 0.020 
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Table 3. Model 2 - Weighted multivariate logistic regression for use of modern contraceptive methods with the 
interaction term (N=35,816) 
Variables OR 95% CI p-value 
KEY POLICY VARIABLE 
Information about contraception source    
Family (Vs health institution) 0.72 0.60 – 0.86 0.000 
Educational institution (Vs health institution) 0.67 0.55 – 0.80 0.000 
Acquaintance/friends (Vs health institution) 0.61 0.50 – 0.76 0.000 
Community/Media/Other (Vs health institution) 0.60 0.45 – 0.80 0.000 
Woman 2.16 1.73 – 2.71 0.000 
Information about contraception source#men    
Family#men (Vs health institution) 1.32 0.98 – 1.77 0.067 
Educational institution#men (Vs health institution) 1.30 1.01 – 1.70 0.047 
Acquaintance/friends#men (Vs health institution) 1.43 1.04 – 1.96 0.027 
Community/Media/Other#men (Vs health institution) 1.47 0.96 – 2.25 0.077 
BELIEF/KNOWLEDGE VARIABLES 
To reduce risk of getting HIV, always use condom during sexual 
intercourses 
1.24 1.08 – 1.42 0.002 
Condoms should be provided to adolescents as part of sexual 
education 
1.21 1.09 – 1.34 0.000 
Women are the ones who should take precaution to avoid 
unwanted pregnancies 
1.01 0.92 – 1.10 0.864 
Women should be virgin at marriage 0.84 0.75 – 0.93 0.001 
SOCIODEMOGRAPHIC VARIABLES 
Age in years 0.96 0.96 – 0.97 0.000 
Level of school completed    
Primary (Vs no education) 1.25 0.91 – 1.73 0.171 
High school (Vs no education) 1.20 0.86 – 1.67 0.277 
Technical not professional (Vs no education) 1.51 1.01 – 2.12 0.018 
Professional / Post-graduated (Vs no education) 1.32 0.91 – 1.91 0.149 
Marital status    
Married or in union (Vs. single) 0.89 0.77 – 1.04 0.136 
Widowed or divorced (Vs. single) 1.09 0.95 – 1.24 0.237 
Wealth Index    
Poorer (Vs. poorest) 1.08 0.94 – 1.25 0.285 
Middle (Vs. poorest) 1.23 1.04 – 1.46 0.015 
Richer (Vs. poorest) 1.23 1.01 – 1.49 0.040 
Richest (Vs. poorest) 1.50 1.23 – 1.83 0.000 
Household located in urban area 0.84 0.73 – 0.96 0.013 
Sexually active 3.44 3.10 – 3.82 0.000 
Total children ever born 1.13 1.09 – 1.17 0.000 
Age at first sexual intercourse    
14-17 years (Vs. 8-13 years) 1.30 1.15 – 1.48 0.000 
≥ 18 years (Vs. 8-13 years) 1.18 1.03 – 1.35 0.018 
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FIGURES: 
Figure 1. Sample inclusion/exclusion criteria. (N=35,816)  
Men Women 
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Figure 2. Predicted probabilities of use of modern contraceptive methods by gender, considering information source (n=35,816) 
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